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1 
INTRODUCTION 
 
Bipolar Affective Disorder is common and disabling disorder
1 
and is 
associated with considerable morbidity. It is a mood disorder that is 
characterized by episodes of depression (feelings of sadness, anhedonia, 
tiredness, suicidal thoughts, loss of interest, hopelessness, worthlessness), 
mania (elevated moods, extreme irritability, decreased sleep and increased 
energy), hypomania and mixed episodes, with a period of inter-episodic 
recovery
2
. However, a small group of `Bipolar disorder patients continue to 
exhibit residual affective symptoms in the inter-episodic period. There are 
different subtypes of bipolar disorder. The major subtypes of this disorder 
include bipolar I and bipolar II. Patients with bipolar I disorder experience 
manic episodes and nearly always experience major depressive episode. 
Bipolar II disorder is marked by at least one hypomanic episode, at least one 
major depressive episode, in the absence of manic episodes. 
 
The illness usually starts in adolescence or early adulthood
7
. This has 
a significant negative impact on the life of the sufferer and their caregivers. 
As this illness is characterized by recurrent episodes of illness and the onset 
of illness is in the productive years of the sufferers, patients with BPAD 
2 
encounter educational difficulties, job related problems, psychosocial 
dysfunction, disability, interpersonal difficulties, marital problems, multiple 
suicidal attempts, completed suicide and medication side effects. 
Additionally these patients have high rates of physical and psychiatric 
comorbidity (like substance use disorder). 
 
The lifetime prevalence of bipolar disorder among adults worldwide is 
1 to 3 percent
3
. The mean age of onset for bipolar I disorder is 18 years and 
for bipolar II disorder 20 years
1
. The ratio of men to women who develop 
bipolar disorder is approximately 1:1
5
. The World Health Organization 
(WHO) estimated that bipolar disorder was the 46
th
 greatest cause of 
disability and mortality in the world among 291 diseases and causes of 
injuries. This has placed bipolar disorder ahead of breast cancer as well as 
Alzheimer‘s disease and other dementias6. Many bipolar patients never 
receive treatment.
1 
 
 
An almost universal observation, independent of country or culture, is 
the twofold greater prevalence of major depressive disorder in women than 
in men. The reasons for the difference are hypothesized to involve hormonal 
differences, differing psychosocial stressors for women and for men, effects 
3 
of childbirth and behavioral models of learned helplessness. In contrast to 
major depressive disorder, bipolar I disorder has an equal prevalence among 
men and women. Manic episodes are more common in men, and depressive 
episodes are more common in women. When manic episodes occur in 
women, they are more likely than men to present a mixed picture (e.g., 
mania and depression). Women also have a higher rate of being rapid 
cyclers, defined as having four or more manic episodes in a 1-year period. 
 
 When looking at the marital status mostly depressive disorder occurs 
in persons without any close relationships. Depression is most commonly 
seen in those who were divorced or separated. Bipolar I disorder is more 
commonly seen in divorced and single persons than among married persons, 
but this difference may reflect the early onset and the resulting marital 
discord characteristic of the disorder. 
 
The pathogenesis of bipolar disorder depends on various biological, 
environment and psychological factors. Family, twin, and adoption studies 
demonstrate that genetic factors are involved. In addition, altered brain 
structure and function are present in bipolar disorder; it is not clear whether 
these changes precede onset of bipolar disorder or represent its 
consequences. 
4 
Bipolar I disorder most often starts with depression (75 percent of the 
time in women, 67 percent in men) and is a recurring disorder. Most patients 
experience both depressive and manic episodes, although 10 to 20 percent 
experience only manic episodes. The manic episodes typically have a rapid 
onset (hours or days) but may evolve over a few weeks. An untreated manic 
episode lasts about 3 months; therefore, clinicians should not discontinue the 
medications before that time. Of persons who have a single manic episode, 
90 percent are likely to have another. As the disorder progresses, the time 
between episodes often decreases. After about five episodes, the inter-
episode interval often stabilizes at 6 to 9 months. Of persons with bipolar 
disorder, 5 to 15 percent have four or more episodes per year and can be 
classified as rapid cyclers. 
 
Patients with bipolar I disorder have a poorer prognosis than patients 
with major depressive disorder. About 40 to 50percent of patients with 
bipolar I disorder may have a second manic episode within 2 years of the 
first episode. Although lithium prophylaxis improves the course and 
prognosis of bipolar I disorder, probably only 50 to 60 percent of patients 
achieve significant control of their symptoms with lithium. One 4-year 
follow-up study of patients with bipolar I disorder found that a premorbid 
5 
poor occupational status, alcohol dependence, psychotic features, depressive 
features, inter-episode depressive features, and male gender were all factors 
that contributed towards poor prognosis. Short duration of manic episodes, 
advanced age of onset, few suicidal thoughts, and few coexisting psychiatric 
or medical problems predict a better outcome. 
 
About 7 percent of patients with bipolar I disorder do not have a 
recurrence of symptoms; 45 percent have more than one episode, and 40 
percent have a chronic disorder. Patients may have from 2 to 30 manic 
episodes, although the mean number is about 9. About 40 percent of all 
patients have more than ten episodes. On long-term follow-up, 15 percent of 
all patients with bipolar I disorder are well, 45percent are well but have 
multiple relapses, 30 percent are in partial remission, and 10 percent are 
chronically ill. One third of all patients with bipolar I disorder have chronic 
symptoms and evidence of significant social decline. 
 
  
6 
Insight 
Insight refers to patient‘s understanding of how they are feeling, 
presenting and functioning. It also identifies the potential cause of their 
psychiatric presentation. Insight of a patient can be categorized into no 
insight, partial insight and full insight
7
. 
 
Impaired insight is typical for schizophrenia. In the World Health 
Organization International Pilot Study of Schizophrenia (IPSS), insight was 
deﬁned as "the patient‘s capacity to acknowledge some awareness of having 
an emotional illness and lack of insight was deﬁned as denial of illness‖8. 
 
Anthony S. David, 1990
9 
said insight has three distinct dimensions:  
1. Awareness- Recognition that one has a mental illness  
2. Attribution- The ability to re-label unusual mental events like 
delusions and hallucinations as pathological.  
3. Action- Recognition of the need for treatment  
All the dimensions require executive functioning capability. So it can 
be considered that lack of insight is impairment of executive function. 
 
7 
Amador and David
10
 said about the concept of insight with five 
different dimensions:  
1. Awareness of having a mental illness.  
2. Awareness of the consequences of mental illness  
3. Awareness of symptoms of mental disorder.  
4. Attribution of symptoms to a mental disorder.  
5. Awareness of the effects of medication. 
The neuropsychological and or psychosocial roots of lack of insight in 
Mania remain unclear. Recent literature reported lack of insight might 
predict impaired decision making in manic patients. In Bipolar depression, 
impairment of insight is less severe than mania. However, psychotic 
depression is associated with less insight than non-psychotic depression. 
There is some evidence that lack of insight in depression appears to be less 
impaired when depressive symptoms are more severe, possibly supporting 
the depressive realism hypothesis. In remission, bipolar patient seem to 
recover insight. Thus lack of insight in bipolar disorder appears to be a state 
related phenomenon, unlike Schizophrenia. 
 
 Nowadays more attention has been given to insight of the patient 
towards mental illness. There has been many works going on which deals 
about the concept of insight in a single dimension or in a multiple 
8 
dimensional way. There are many studies being done around the world on 
various psychiatric diagnosis of patients on their level of insight into illness 
and treatment for the same. There are many studies, which were being done 
which evaluated the relationship between insight and course and outcome of 
illness, compliance to medications and the severity of psychopathology. 
  
Insight is being highlighted as state dependent component in few 
studies. In disorder like bipolar affective illness impairment in insight fully 
resolves. There are few studies which highlight that insight does not resolve 
completely even in euthymic state. The more the number of episodes 
especially manic episodes the lesser is the insight recovery. Insight continues 
to be poor in chronic illness like schizophrenia. Varga et al
21 
reported a 94% 
prevalence of impaired insight in symptomatic patients in various psychiatric 
illness like depression, manic, and bipolar I patients. The prevalence of 
insight in remitted patients is 47%. Yen et al
30 
did a prospective study in 
insight in various phases of bipolar illness. He observed that insight was 
impaired in mania when compared with euthymic state. Insight was better in 
patients who had single episode of mania or depression; this insight was 
similar to pre-episode insight. But patients with multiple episodes of illness 
in 2 years had poorer insight when compared with insight of patients with 
less number of episodes. 
9 
Grades of Insight 
 Insight is the degree of awareness and understanding that the patient 
has regarding his illness. In routine clinical examination insight is graded 
into six levels to have an idea about patient‘s view of their illness. Periodic 
re-assessment of insight is done to check whether the patient has improved 
in his insight levels, which indirectly implies reduction in symptomatology 
and their acceptance to the treatment. There are studies which highlight 
patients with better insight are more compliant to medications than the 
patients with less insight. 
 
In the routine mental status examination
7
, insight is graded as:  
1. Complete denial of illness.  
2. Slight awareness of being sick and needing help, but denying it at the 
same time.  
3. Awareness of being sick but blaming it on others, external events. 
4. Awareness of being sick due to something unknown in self. 
5. Intellectual insight- Awareness of being ill and that the symptoms or 
failures in social adjustment are due to own particular irrational 
feelings or thoughts, but does not apply this knowledge to the 
current/future experiences.  
10 
6. True emotional insight- It is different from intellectual insight in that 
the awareness leads to significant basic changes in the future behavior 
and personality. 
 
Insight in Bipolar Affective Disorder: 
In the study of affective disorders, insight has been the focus of 
interest. Bipolar affective disorder is usually associated with noncompliance 
and poor outcome
12
. The relationship between insight and quality of life, 
cognitive functions, psychotic symptoms, and number of episodes in mood 
disorders
13
 are interrelated. Although insight is clearly affected by mood-
related psychopathology, mood symptoms and insight seems to relate to 
differential phenomenological domains.  
 
  Many studies have shown that insight is impaired in acute phase of 
illness and insight improves as the patient improves symptomatically. 
Insight was more impaired during manic episodes when compared with 
depression
14
. When insight was assessed in bipolar I patients with mixed 
episodes and pure manic episodes, it was found that insight was better with 
patients with mixed episodes
15
. Another study, which compared patients 
with pure mania, bipolar disorder and unipolar depression, showed greater 
11 
impairment of insight in patients with pure mania. These differences were 
present for all three components of insight (awareness of illness, social 
consequences of illness and therapy beneﬁts) 16. 
 
 A study which compared patients with bipolar I and bipolar II 
disorder showed Bipolar II disorder patients had signiﬁcantly greater 
impairments in the awareness of illness, social consequences of the illness 
and need for treatment
17
.  
 
Scales 
Various scales available for assessment of insight
18
 include:  
• Scale to assess Unawareness of Mental Disorders.  
• Insight and Treatment Attitude Questionnaire. 
• Insight Scale (IS).  
• Lack of Insight Index.  
• Schedule for Assessment of Insight-Expanded.  
• Beck Cognitive Insight Scale.  
• Present State Examination. 
• Schedule for Affective Disorders and SCZ.  
• Positive and Negative Syndrome Scale. 
• Hamilton Depression Rating scale. 
12 
The Insight and Treatment Attitude Questionnaire (ITAQ), Schedule 
for Assessment of Insight-Expanded (SAI-E) and Scale to Assess 
Unawareness of Mental Disorder (SUMD) are the most frequently used 
insight scales. The Insight and Treatment Attitude Questionnaire (ITAQ), 
has been used primarily in psychopharmacology research with its practical 
emphasis on treatment adherence. The Schedule for Assessment of Insight 
(SAI) and Schedule for Assessment of Insight-Expanded (SAI-E) both 
deﬁnes insight as a multidimensional construct. The Scale to Assess 
Unawareness of Mental Disorder (SUMD) is the most elaborate scale used 
to assess insight. It includes the awareness of consequences of illness as an 
additional component of insight. It also has separate assessments of 
attribution (what the patient think has caused it). It has a total of 17 
psychotic symptoms.  
 
Mood disorder Insight Scale 
 There are many scales to measure insight in a patient with psychiatric 
disorder. But most of the scales that were mentioned above were validated to 
measure insight in psychotic illness. More than three fourth of the items in 
these scales are only about psychotic symptoms like hallucination and 
delusions. Psychotic symptoms are also seen in mood disorders but these are 
13 
not the core features of affective disorders. Some studies have used Young‘s 
mania rating scale and Hamilton depression rating scale to measure insight 
in mood disorders. Though these scales can be used in affective disorders, 
only one item in these scales measures insight. These scales just give an 
opinion of the individual whether the insight is present or partially present or 
absent. So scale which measures various dimensions of insight and which 
can be specifically used for mood disorders is required. 
  
One such scale is Mood disorder insight Scale, which is shortly 
termed as MDIS scale. This is a short and self-report instrument. The MDIS 
was derived from the Insight Scale for psychosis which was developed by 
Birchwood et al. (1994)
 19
. This scale for insight includes all the components 
of insight and it is specifically modified for Affective disorder patients. 
Administration of this scale does not require any special training as this is a 
self-report questionnaire. This scale measures three aspects of insight- 
Awareness of mental disorder, Attribution of symptoms and need for 
treatment. So we used this scale, which specifically measures insight in 
Bipolar Affective disorder in our study. 
 
 
14 
Insight and Adherence to medication: 
Adherence to medications plays a key role in the effectiveness of any 
treatment. Research on the relationship between insight and adherence to 
treatment is important because adherence to medication and insight to illness 
is a modiﬁable factor. There are many studies on insight and schizophrenia. 
Studies on schizophrenia have shown that poor insight is a risk factor for 
poor compliance to medications
6. 
Many studies have been done for bipolar 
affective disorder. But the number of reports is small when compared with 
number of studies in schizophrenia. 
  
Meta-analysis that was done to study relationship between insight and 
treatment compliance showed poor insight was associated with poor 
adherence to medications, which was similar to the literature on 
schizophrenia patients
7
. This also highlighted the findings that patients who 
say they do not need medication are likely to say they do not take the 
medication as prescribed by the treating psychiatrist. Another interesting 
finding in this study was patients who believed they need medication as that 
is helping them are more likely to adhere to their prescriptions. 
 
 
15 
Insight and Psychopathology: 
Neural basis of unawareness of a disorder was known as 
‗anosognosia‘, a Greek term meaning ‗‗unawareness of the disease‘‘. 
Babinski coined this term in 1914. This term was ﬁrst used to describe 
patients who had hemiparesis and were unaware of their disability. Patients 
with non-dominant parietal lobe lesions typically presented with 
anosognosia. However a study, which was done focusing on manic patients 
has found no relationship between impaired insight and impaired 
neurocognitive functioning
20
. 
 
Another study which focused on insight, neurocognitive functioning, 
levels of symptomatology, psychosocial functioning in bipolar I patients and 
normal controls showed impaired insight in 47% and 94% in remitted and 
symptomatic patients, respectively. These results showed symptomatic 
patients scored less than remitted patients on insight scale. However, in 
another study insight was unrelated to Wisconsin Card Sorting Test 
performance
21
. Another study that focused on insight and disease severity 
showed that lower levels of awareness of illness that was assessed using 
ITAQ (Insight and Treatment Attitudes Questionnaire) were correlated with 
higher levels of symptoms that were assessed with the BPRS in manic 
patients
22
.  
16 
 The relationship between insight, cognition and quality of life (QOL) 
in bipolar patients in remission was studied
23
.Insight and neuropsychological 
assessment was done. In neuropsychological battery attention, perceptual-
motor skills, mental control, verbal ﬂuency, abstraction, executive functions, 
and visuo-spatial attention were assessed. Results showed that less overall 
insight was associated with poorer prefrontal cognitive performance. 
 
Insight in Bipolar Disorder and Schizophrenia 
 There are many researches on insight in schizophrenia patients. Few 
studies have also compared the insight in schizophrenia and bipolar affective 
disorder. These studies showed that there was no statistically signiﬁcant 
difference in insight between the two groups
24,22
. However another study 
showed a contrasting finding. On admission, insight of bipolar affective 
disorder patients and schizophrenia patients were the same. At six month 
follow-up, there was a large difference between both the groups. Bipolar 
disorder patients had better insight when compared with schizophrenia 
patients
25
. 
  
17 
Outcomes of Bipolar Disorder in relationship with Insight: 
Studies on schizophrenia patients showed that patients with more 
insight have better long-term outcome
26,27
. There are similar researches in 
bipolar disorder, which showed improvement of insight from baseline and 
follow-up was related to better outcomes of illness and quality of life
28
. 
Another study which was done on Fifty bipolar I patients who were in 
remission, better insight and less affective symptoms were associated with 
better quality of life and psychosocial adjustment
29
. 
 
Another study highlighted the findings that executive function had 
effects on insight and psychosocial adjustment in patients with bipolar 
disorder. After controlling for the effect of executive function, insight was 
not associated with psychosocial adjustment. This supports the relationship 
between poor insight and inferior psychosocial adjustment in patients with 
bipolar affective disorder might be because of neurocognitive deﬁcits30 
  
Studies on insight are very important as insight to the illness affects 
the adherence to treatment, course of illness and the severity of the 
psychopathology. So we decided to do this study to assess insight recovery 
in Bipolar Affective Disorder patients admitted in psychiatry ward. We also 
18 
assessed the correlation of insight about awareness of illness with the course 
of Bipolar Affective Disorder, correlation of insight about attribution of 
symptoms to illness with the course of BPAD and insight recovery with 
various phases of BPAD. 
 
  
19 
REVIEW OF LITERATURE 
 
Studies show that lifetime prevalence of Bipolar Affective disorder is 
1%
7 
but it is difficult to estimate because milder forms of bipolar disorder 
are often missed. But the prevalence increases to 8% when the concept of 
bipolar affective disorder is extended to include mania, hypomania, brief 
Hypomania and cyclothymia
31
.  
 
Three principal neurotransmitters have long been implicated in both 
the pathophysiology and treatment of mood disorders. They are 
norepinephrine, dopamine, and serotonin, and comprise what is sometimes 
called the monoamine neurotransmitter system. These three monoamines 
often work in concert. Many of the symptoms of mood disorders are 
hypothesized to involve dysfunction of various combinations of these three 
systems. Essentially all known treatments for mood disorders act upon one 
or more of these three systems
11
. 
 
Clinical insight is defined as patient‘s awareness of one‘s illness and 
their ability to recognize the symptoms of the illness and the need for 
treatment
32
. Good insight is associated with good adherence of medication
33
. 
Good medication adherence results in prolonged asymptomatic period 
especially in recurrent disorder like Bipolar affective disorder. Thereby 
20 
improving the quality of life of the patient.
23
 There are studies which 
highlights that improvement in insight of the symptoms and treatment is 
associated with better psychosocial functioning when compared with 
patients with poor insight
28,34
. Many studies have shown that giving an 
intervention program by educating the patients about their illness and 
appropriate treatment for the same has improved the insight of the 
participants.  Improved insight has resulted in better treatment outcomes
35
. 
 
Insight 
 Insight in bipolar disorder varies with the type of episode the patient is 
suffering
36
. In schizophrenia insight is a stable trait, remains the same
37
, but 
in Bipolar affective disorder the insight of illness varies according to the 
phase of present episode. Studies which compared insight in different phases 
of Bipolar affective disorder like depression, mania and euthymic disorder 
showed the greatest impairments in insight among patients with acute mania. 
In Depressive episodes insight is unimpaired, sometimes even enhanced
36,38
. 
 
Prevalence of lack of insight 
Prevalence of absent insight that is unawareness of their symptoms 
and illness ranges from 40% to as high as 85% in various studies
41,42,43
. 
Another cross-sectional study done in India that compared insight between 
21 
bipolar mood disorder and schizophrenia patients who were in remission 
stage also had similar prevalence of absent insight. Eighty patients 
participated in the study. There were three groups in this study - 
schizophrenia, mania and bipolar depression
40
. In another study by Yen et 
al
39
, the prevalence of absent insight was 39.09% in schizophrenia group, 
36.36% in bipolar disorder with psychotic symptoms and 9.37% in bipolar 
disorder without psychotic symptoms. Some of the patients had impaired 
insight even at the remission stage. 
 
Insight and psychopathology 
 Positive and Negative symptom scale is used to assess general 
psychopathology
40
. An Indian study which was done to compare insight in 
bipolar affective disorder and schizophrenia showed positive correlation 
between PANSS negative subscale and age, Which means increase in 
negative symptoms is correlated with increase in age. PANSS Negative 
symptoms as well as PANSS total score positively correlated with the 
duration of illness and number of previous admissions. In Affective Disorder 
like mania there was no correlation between clinical variables and Young‘s 
mania rating scale. But in depression there was a positive correlation 
between Hamilton depression rating scale and clinical variables like age, 
duration of illness and number of past episodes. Various studies show 
22 
significant correlation between psychopathology and insight of the 
illness
41,14,26
. 
 
A study was done in 52 schizophrenic patients, insight was assessed 
during discharge after acute phase of illness. Insight and Treatment Attitudes 
Questionnaire was used to assess insight. These patients were followed up 
for 31/2 years. The following parameters were assessed- Compliance to 
treatment 1 month after discharge, long-term compliance to medications; 
readmission and time spent in hospital. The results showed that patient with 
good insight were compliant with treatment and less likely to get readmitted. 
Insight influences the outcome of the illness independently of aftercare 
environment
26
. 
 
Though Insight and psychopathology is considered as two different 
dimensions both are interlinked. There is a relationship between cluster of 
particular symptoms and poor insight. In one study there was a relationship 
between poor sight and grandiose-euphoria in patients with schizophrenia. In 
patients with depressive insight seems to be preserved than in mania. In 
another study when insight was compared between participants with pure 
mania, bipolar affective disorder and depression, the insight was better with 
23 
depression group followed by bipolar affective disorder group and manic 
group. 
 
Insight in Bipolar Affective Disorder 
 Most of the studies that studied insight of illness in bipolar disorder 
were cross sectional study. Few studies are prospective study, which studied 
the course of insight in bipolar affective disorder. A study done by Yen et 
al
44
, 2007 was done which followed 54 bipolar affective disorder patients 
over a period of two years. Results showed that insight was stable in patients 
who did not have any acute mood episodes. Insight was also stable in 
patients having depressive episodes. But in patients having manic episodes, 
insight was diminished in acute phase. Insight improved once they returned 
to euthymic state but in a subset of patients with recurrent episodes even 
after becoming euthymic the insight did not improve. 
  
In depression insight seems to be better. This is called ‗depressive 
realism‘ (Alloy and Abramson (1998) 45 which means patient who are 
suffering from depression have insight about their symptoms and illness in 
more realistic and accurate manner. While ―non‖ depressed patients usually 
have optimistic view about themselves and their abilities and so they fail to 
recognize their own illness
46
. In manic phase of bipolar affective disorder 
24 
insight is impaired. This concept is called ‗manic defence‘ which denotes 
that in manic phase of illness there is a psychologically protective 
mechanism of feeling of wellness, which results in lack of insight
47
.  
  
A study was done to evaluate insight in different phases of bipolar 
affective disorder using a hetero-application scale, the Insight Scale for 
Affective Disorders, which is a scale specifically used to assess insight in 
mood disorder. In this study 95 patients with bipolar affective disorder were 
evaluated. The participants were divided into three different groups 
according to their present mood state. They were into euthymic, mania or 
depression group.  Socio-demographic profile and Insight were evaluated. 
The results showed Manic patients had lesser insight than depressive or 
euthymic patients. They also had less insight about their symptomatology 
than depressive patients.  
  
Another study evaluated whether psychosocial functioning and 
clinical outcome were influenced by insight during the first episode of 
mania. Patients with first episode mania were included in this study. Seventy 
four patients participated in this study. According to the insight level the 
participants were divided into three groups- no insight, partial insight and 
full insight group. These groups were assessed at baseline and at 18 months. 
25 
Results highlighted that though there was difference in insight at baseline 
between the three groups at the end of 18
th
 month, all three groups had same 
level of insight. This study concluded that clinical course and psychosocial 
outcome of the illness at 18 month did not depend on insight level at the 
baseline in first episode manic patients. 
  
A study assessed insight in 42 schizophrenic patients, 13 manic 
patients and 22 depressive patients. Insight was assessed at admission, 15
th
 
day, 30
th
 day and discharge day in these 77 female inpatients. Insight was 
evaluated using McEvoy's Insight and Treatment Attitude Questionnaire 
(ITAQ). Insight was compared with the psychopathology, which was 
measured using the Brief Psychiatric Rating Scale. The results showed that 
initial insight was better in depression when compared with manic and 
schizophrenic group. Following the treatment insight significantly improved 
in both schizophrenia and mania
22
.  
  
A study done by Amador XF et al
48
, which compared insight in 
schizophrenia, schizoaffective disorder and mood disorder showed 
schizophrenia patients had poor insight than the other two groups. Self-
awareness deficits were more in schizophrenic group than any other group 
probably due to neurocognitive side effects of the illness per se. Another 
26 
study highlighted psychotic features in manic patients did not significantly 
affect the insight level at the time of discharge. In this study 54 patients with 
the diagnosis of either manic or major depressive were interviewed. Their 
insight was assessed at admission and then during discharge. During 
admission, insight was impaired in mania patients when compared to 
depressive patients. Another interesting finding was depressive patients 
with psychotic symptoms had poorer insight when compared with patients 
without psychotic symptoms. But on contrary in mania insight was 
poor irrespective of presence or absence of psychotic symptoms
14,41
.  
  
Another study compared the insight in 6 groups. Patients with 
schizophrenia (SZ), depressive disorders (DD) and bipolar I disorder 
(BPAD) and with or without comorbid alcohol use disorder (AUD). About 
285 outpatients participated in this study. Insight was measured using 
Schedule of Assessment of Insight-Expanded version (SAI-E).Results 
showed that regardless of presence or absence of alcohol used patients with 
depression had better insight. Co-morbid Alcohol use also had independent 
effects on insight levels between depressive and bipolar disorder patients 
and between Bipolar disorder and Schizophrenia patients. Bipolar patients 
with psychotic symptoms had lower insight levels than those without 
psychotic symptoms.  
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Medication adherence and insight 
 Another study was done to explore the relationship between insight to 
the illness and medication adherence in two groups of patients - bipolar 
affective disorder and schizophrenic outpatients. Sixty five bipolar subjects 
and seventy four schizophrenic subjects were included in this study. This 
study conducted interview at baseline then at 1-year follow-up. Insight was 
assessed using Schedule for Assessment of Insight Scale (SAI) and its 
expanded version (SAI-E).  These patients were in remission stage or had 
minimal psychopathology. Medication adherence of the participants was 
also assessed at baseline and after 1-year. The results showed that in bipolar 
affective disorder patients, the baseline SAI scores (which measured insight 
into treatment and their symptoms) and total SAI-E was positively 
correlating with medication adherence. This positive correlation was seen 
both at baseline and 1-year follow-up.  
 
On the contrary in schizophrenia patients insight into their symptoms 
and treatment and their total SAI-E positively correlated with the medication 
adherence at baseline but not after 1-year. Another important finding in this 
study was adherence to medication at baseline predicted medication 
adherence after 1 year in both bipolar affective disorder patients and 
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schizophrenia patients. This study concluded that insight about illness and 
treatment was positively correlating with adherence to medication in both 
bipolar affective disorder group and schizophrenia group. So interventions 
that concentrated on building insight plays a vital role in ensuring good 
compliance among bipolar patients
39
. 
 
An one year European observational study was done by Diego N et al, 
on outpatient basis in 903 patients. Insight was measured using SUMD. This 
study concluded that insight to illness was directly propositional to 
medication adherence
49
. 
 
Executive Function and insight 
Many studies have shown in bipolar affective disorder insight to the 
illness and treatment positively correlates with executive functioning and 
working 
23,21,44
 
 
Scales: 
Many studies that have been done on insight used variety of scales to 
measure the insight.  Some studies
36,50,51
 used clinical scales which has 
assessment of insight as one of the component, e.g:  Young Mania Rating 
Scale (YMRS),  Hamilton Depression Scale (HAM-D).  Many other studies 
used other instruments like Schedule for Assessment of Insight and Scale to 
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Assess Unawareness of Mental Disorder (SUMD). But these scales are 
validated for assessment of insight in non-affective psychotic disorders. So 
these scales cannot be used to measure symptomatology or clinical course of 
insight in mood disorders patients
52
. 
 
There are certain scales that are used to assess insight specifically in 
mood disorders patients. These scales are the Mood Disorder Insight Scale 
(MDIS)
 53
 and the Beck Cognitive Insight Scale
54
. Both these scale are self-
evaluation scales which can be specifically used in patients with mood 
disorders
51
. 
  
A cross-sectional study was done in patients with bipolar mood 
disorder and schizophrenia in remission stage. Eighty patients participated in 
the study among which 40 of them had schizophrenia, 20 patients had mania 
and 20 had bipolar depression. Insight was assessed using Scale to Assess 
the Unawareness of Mental Disorders (SUMD). This study showed that 
among participants only 60% of patients having schizophrenia were aware 
that they were having mental disorder. Among them, 30% of the participants 
were fully aware of their symptoms and illness, the other 30% were partially 
aware of their symptoms and illness.  
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The remaining 40% of the participants failed to acknowledge. In 
bipolar affective disorder group, insight was better when compared with 
schizophrenia group. About 67.5% of the participants were aware of their 
symptoms and mental illness. The remaining 32.5% had partial insight, and 
none had absent insight in bipolar group
40
. 
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RATIONALE FOR THE STUDY 
 
Studies on Insight are very important as insight to the illness affects 
the adherence to treatment and compliance, course of illness and 
psychopathology of the illness. We chose this topic to study for the 
following reasons 
 
- Insight is directly proportional to the compliance of medications. 
Compliance of medication is very important in illness like Bipolar 
affective disorder as this is a chronic and recurrent illness. 
 
- There are only very few studies which has studied insight in 
various phases of illness- acute phase, stabilization phase and 
maintenance phase 
 
- There are very few studies which has compared Insight with the 
sociodemographic and clinical variables like age, educational 
status, gender, marital status, presence of family history of mental 
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illness, number of episodes, compliance to medications, phase off 
illness (mania or depression) and severity of psychopathology 
 
- Most of the studies on insight were done in schizophrenia patients. 
Very few studies were done on bipolar disorder patients. 
 
- Most of the studies that have been done in Insight are cross-
sectional study. There are very few prospective studies on Insight 
in bipolar disorder patients. 
 
 
 So we decided to this study to assess various aspects of insight in 
Bipolar Affective Disorder patients admitted in psychiatry ward. 
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AIMS AND OBJECTIVES 
AIMS 
To assess insight recovery in Bipolar Affective Disorder patients 
admitted in psychiatry ward 
 
OBJECTIVES 
1) To assess for correlation of insight about awareness of illness with the 
course of Bipolar Affective Disorder 
2) To assess for correlation of insight about attribution of symptoms to 
illness with the course of BPAD 
3) To assess insight of need for treatment during the course of BPAD 
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METHODOLOGY 
Study Design: 
Prospective periodic assessment study 
Sample Recruitment: 
Patient Population 
Participants of our study were both male and female gender aged>12 
years. These patients were admitted and were undergoing in-patient 
treatment in PSG Hospitals, Coimbatore for Bipolar Affective disorder 
either in depression or manic phase. These patients were admitted between 
the period of April 2016 to April 2017. These participants were recruited 
according to inclusion and exclusion criteria. The participants were 
diagnosed with bipolar affective disorder using ICD -10 criteria by the 
treating consultant.  
 
Inclusion criteria 
 Patients diagnosed as BPAD admitted in psychiatric ward at PSG 
Hospitals based on ICD 10 criteria 
 Patients or informant willing to consent for the study (written 
informed consent) 
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Exclusion criteria 
 Patients having comorbid mental retardation and other Axis 1 
psychiatric disorder except nicotine dependence 
 Patient who did not respond for atleast three telephonic calls in the 
follow-up. 
 Patients who are less than 12 yrs old 
Procedure 
We recruited 50 consecutive Bipolar Affective Disorder patients 
based on ICD 10 criteria, who were diagnosed by consultant psychiatrist in 
psychiatric outpatient department and admitted as inpatient in the psychiatric 
ward at PSG Hospitals. Nine patients were excluded. Five of them had 
follow up elsewhere, two patients did not give consent and two patients had 
Mental Retardation. 
 
Informed consent in Tamil was obtained from primary care giver for 
those patients who were not able to give consent. Once the patient became 
euthymic informed consent was obtained from the patient as well. The 
personal identification data like name, age, gender, educational 
qualifications and socioeconomic data of all the participants were recorded. 
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Data related to psychiatry illness such as number of past episodes and family 
history of mental illness was also recorded. 
 
Once patient got admitted the severity of present episode was 
measured using rating scales. The severity of affective symptoms was 
assessed by Youngs mania rating scale (YMRS) and Hamilton depression 
rating scale (HAMD) for mania and depression respectively. Baseline 
Insight was assessed using Mood disorder Insight scale. Then patient was 
treated according to their clinical diagnosis by the consulting psychiatrist. 
 
One month after discharge the Insight was assessed using MDIS scale 
and recorded. Then again at 3
rd
 and 6
th
 month of follow up insight was 
measured using Mood Disorder Insight scale (MDIS).  The total scores of 
insight were calculated at Baseline, 1
st
month, 3
rd
 month and 6
th
 month and 
compared for improvement in insight. 
 
Compliance of the medication was assessed clinically from the patient 
and reliable informant. During follow up the course of the illness was 
assessed and the escalation of dose of Psychotropics or addition of a new 
psychotropic medication is also assessed. 
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Patient who missed the follow up‘s are contacted through telephonic 
calls. Patient‘s insight was assessed through the telephone call. Patients who 
did not respond for atleast three telephonic calls were considered as 
dropouts. 
Materials used in the study: 
I. Patient proforma 
II. Hamilton Depression Rating Scale (HDRS) 
III. Young Mania Rating Scale (YMRS)  
IV. Mood disorder Insight Scale (MDIS) 
 
I. Patient proforma: 
 In this proforma we collected the following details, 
a) Socio-demographic profile of the patient. 
b) Details of substance use. 
c) Diagnosis 
d) Clinical details- Compliance of medications, severity of illness 
using YMRS and HAMD scales, number of past episodes and 
family history of psychiatry illness. 
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II. Hamilton Depression Rating Scale (HDRS) 
The HDRS (also known as the Ham-D) is a clinician rating scale. It 
takes 20–30 minutes for its administration. It‘s mainly devised to assess 
severity, and change in depressive symptoms in adult population. The 
original version contains 17 items (HDRS17) pertaining to depressive 
symptoms experienced in the past week. A 21-item version (HDRS21) 
included extra 4 items, which is intended to subtype the depression. A 
limitation of this scale is that, it does not assess atypical symptoms of 
depression (e.g., hypersomnia, hyperphagia). 
This scale was used in our study to assess the symptom severity of 
depressive episode and we ascertained that patient had reached euthymic 
state if HDRS score is <8(Hamilton Depression Rating Scale–17).55 
 
III. Young’s Mania Rating Scale (YMRS) 
The Young‘s Mania Rating Scale (YMRS) is used frequently to assess 
manic symptoms. This is a clinician rated scale. It takes 15-30 minutes for 
administration. The scale consists of 11 items. Some of the items are graded 
on a 0 to 8 scale (thought content, irritability, speech and disruptive 
/aggressive behaviour), while the remaining seven items are graded on a 0 to 
4 scale.  
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This scale was used in our study to assess the symptom severity of 
manic episode and we ascertained that patient had reached euthymic state if 
YMRS score is <6
56 . 
 
IV. Mood Disorder Insight Scale (MDIS) 
Various scales are available to measure insight in a patient with 
psychiatry disorder. But all scales are not specific for mood disorder. Most 
of the insight scales devised were validated to measure insight in psychotic 
illness. More the three fourth of the items in these scales are only about 
psychotic symptoms like hallucination and delusions. Psychotic symptoms 
are also seen in mood disorders but these are not the core features of 
affective disorders. Some studies have used Young‘s mania rating scale and 
Hamilton depression rating scale to measure insight in mood disorders. 
Though these scales can be used in affective disorders, only one item in 
these scales measures insight. These scales just give an opinion of the 
individual whether the insight is present or partially present or absent. So 
scale which measures various dimensions of insight and which can be 
specifically used for mood disorders is required. 
 
40 
One such scale is Mood disorder insight Scale, which is shortly 
termed as MDIS scale. This is a short and self-report instrument. It takes 
only 2-3 minutes for administration. This scale has 8 questions which is read 
by the interviewer and the patient is asked whether their response is agree, 
disagree, or are unsure for each of the eight items in the questionnaire.  
Depending upon the response the scores are calculated. The total score is 16. 
The MDIS was derived from the Insight Scale for psychosis which was 
developed by Birchwood et al. (1994). This scale for insight includes all the 
components of insight and it is specifically modified for Affective disorder 
patients. Administration of this scale does not require any special training as 
this is a self-report questionnaire.  This scale measures three aspects of 
insight- Awareness of mental disorder, Attribution of symptoms and need 
for treatment. So we used this scale which specifically measures insight in 
Bipolar Affective disorder in our study. This scale has good test–retest 
reliability and internal consistency. 
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Figure 1: Methodology 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
Informed consent obtained 
Patient was assessed for Insight using MDIS scale at 
-Baseline 
-1
st
 month after discharge 
-3
rd
 month after discharge 
-6
th
 month after discharge 
 
Initial assessment  
(Sociodemographic profile, clinical data, HAMD/YMRS) 
 
Statistical Analysis 
 
Patient with Bipolar affective disorder (in-patient department) according to 
ICD-10 criteria 
Assessed for eligibility (n=50) 
Excluded (n= 9) 
 Follow up elsewhere (n=5) 
 Did not give consent (n= 2) 
 H/O Mental Retardation (n= 2) 
 
 
 
 
Total study participants (n=41) 
According to Inclusion & Exclusion criteria 
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STATISTICAL ANALYSIS 
 
Data was entered into MS excel and analysed using SPSS v20. 
Qualitative data were summarised as frequencies and percentages. 
Quantitative data were checked for normality. Normally distributed data 
were summarised using mean and standard deviation. Non-normally 
distributed data were summarised using Median and inter-quartile range. 
Association between qualitative variables was tested using chi square test.  
 
Mann Whitney U test was used to compare distribution of MDIS 
scores by level of compliance and phase of disease; mania or depression. 
Friedman test was used to check if the MDIS scores changed significantly 
with time. Correlation between YMRS score and MDIS at baseline was 
tested using Spearman rank correlation test.  
 
Statistical significance was interpreted using an arbitrary cut off of 
p=0.05 
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RESULTS 
Table 1: Socio-demographic profile (n= 41) 
Variable Number % 
Age (years) 
 <18 
 18-65 
 >65 
 
2 
38 
1 
 
4.9 
92.7 
2.4 
Sex 
 Males 
 Females 
 
25 
16 
 
61 
39 
Education status 
 Primary 
 Secondary 
 Higher secondary 
 Diploma/graduate 
 
7 
7 
8 
19 
 
17.1 
17.1 
19.5 
46.3 
Marital status 
 Married  
 Single 
 
29 
12 
 
70.7 
29.3 
Socioeconomic status 
 Upper 
 Middle 
 Lower 
 
8 
27 
6 
 
19.5 
65.8 
14.7 
Occupation 
 Employed 
 Unemployed 
 Home maker 
 
6 
29 
6 
 
14.6 
70.8 
14.6 
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Variable Number % 
Socioeconomic status 
 Upper 
 Middle 
 Lower 
 
8 
27 
6 
 
19.5 
65.8 
14.7 
Occupation 
 Employed 
 Unemployed 
 Home maker 
 
6 
29 
6 
 
14.6 
70.8 
14.6 
 
Table 1 set out the socio-demographic profile of these patients. 
Among the 41 patients 61% were males and 39% were females. Majority of 
them were in the age group of 18yrs-65yrs. Two patients belonged to <18yrs 
age group and one patient was above 65 years of age. Most of the 
participants in our study were graduate 46.3% (n=19). In our study 70.7% 
(n=29) of our participants were married and were living with their partners.  
 
Among the participants only 14.6% (n=6) were unemployed, the rest 
of the participants were employed (n=29). Some of them were functioning 
well as home-makers (n=6). Participants belonged to all Socioeconomic 
status- 19.5% were in upper, 65.8% were in middle and 14.7% were 
belonging to lower socio-economic status. 
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Table 2: Clinical Variables of the participants (n=41) 
 
Clinical variable 
 
Number 
 
% 
Diagnosis  
 Mania 
        Depression 
 
 
34 
7 
 
82.9 
17.1 
Psychotic symptoms 
 Present 
 Absent 
 
 
11 
30 
 
26.8 
73.2 
Family history  
 Present 
 Absent           
 
15 
26 
 
36.5 
63.5 
 
Among the participants 82.9% (n=34) had mania and 17.1% (n=7) 
had depression. Fifteen patients had psychotic symptoms in their mood 
episodes and twenty six patients had no psychotic symptoms. Family history 
of Psychiatry illness was present in 26.8% (n=11) and absent in remaining 
73.2% (n=30). 
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Table 3: Comparing socio-demographic profile and MDIS scores 
 
 
Factors 
 
Baseline MDIS 
 
P value 
Age    
 
0.318 
 <18 4(1) 
 18-65 6(6) 
 >65 4(0) 
Education status   
 
 
0.750 
 Primary 6(5) 
 Secondary 9(13) 
 Higher secondary 7(6) 
 Diploma/graduate 6(5) 
Marital status   
0.195  Married  6(4) 
 Single 4(5) 
Sex   
0.552  Males 6(5) 
 Females 6(8) 
Family history    
0.124  No 5(8) 
 Yes 6(6) 
 
 
 
 
47 
Socio-demographic profile of the participants was assessed with 
MDIS scores. The insight scores between different age group was compared, 
the p value was not statistically significant. (p=0.318). This implies that 
insight did not differ with age. 
The participants were divided into four groups according to their 
educational status into primary, secondary, higher secondary and 
diploma/graduate. The insight scores of these groups were not statistically 
significant (p=0.75).  This suggests that insight did not differ according to 
the educational status. 
Insight scores did not differ statistically between male and female, p 
value was 0.552. The scores did not differ with the marital status. Married 
and unmarried participants had similar insight levels and p value was 0.195. 
Insight scores of participants who had family history of mental illness 
were compared with participants who did not have family history of mental 
illness. Though the scores of the participants who had family history of 
mental illness was higher than the other group it was not statistically 
significant. The p value was 0.124 
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Table 4: Disease related characteristics in the sample (n=41) 
Characteristic N/Median %/IQR* 
Phase   
 Mania 34 82.9 
 Depression 7 17.1 
Compliance   
 Good 23 56.1 
 Poor 18 43.9 
No. of episodes (including the current 
episode) 
2 0 
 YMRS 28 7 
 HAMD  16 1 
*IQR=Interquartile range 
 
Out of 41 patients 82.9% (n=34) participants had mania and 17.1% 
(n= 7) participants had depression (Table 2). Fifteen patients had psychotic 
symptoms in their mood episodes and 26 patients had no psychotic 
symptoms. The average number of episodes among the participants was two. 
The number of episodes ranged from 2 to 7. 
 
49 
The median (IQR) score of Young‘s mania rating scale among manic 
patients was 28(7) and the scores ranged from 18- 34. The median (IQR) of 
score of Hamilton depression rating scale among depressive patients was 
16(1) and the scores ranged from 15-18. 
Twenty three patients that is 56.1% of the participants had good 
compliance and the remaining 43.9% (n=18) had poor compliance.  
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Table 5: Comparison of insight measured using MDIS scores between 
depression and mania at baseline 
 
 
Score 
Mania 
Median 
(IQR) 
Depression 
Median 
(IQR) 
Mann 
Whitney 
U 
 
P value 
Awareness of mental 
disorder 
 
2(2) 
 
4(2) 
 
37.5 
 
0.003 
Attribution of 
symptoms 
2(2) 2(1) 53 0.021 
Need for treatment 3(2) 4(3) 60 0.041 
 
Total 
 
 
6(4) 
 
10(4) 
 
28.5 
 
0.001 
*IQR=Interquartile range 
 
 The MDIS scale measures three dimensions- Awareness of mental 
disorder, Attribution of symptoms and need for treatment.  
 
Scores of MDIS scale on awareness of mental disorder were 
compared between participants with depression and mania. Awareness about 
the disorder was better among depressive patients when compared with 
manic patients and the p valve was significant (p= 0.003). 
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 Similarly second dimension - Attribution of symptoms to mental 
illness was compared between two groups. Depressive patient attributed 
their symptoms to illness when compared with manic patients. The p value 
was significant p= 0.021. 
 
 The third dimension – Need for treatment was also compared between 
two groups. Depressive patient accepted the need for treatment for their 
illness whereas manic patients denied need for any sort of treatment. The p 
value was statistically significant p= 0.041. 
 
 When the overall scores of the MDIS scale was compared between 
mania and depression groups, depression patients scored more when 
compared with manic patients in the insight scale. The more the MDIS score 
the better the insight. The p value was also significant p= 0.001.  
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Table 6: Comparison of insight measured using MDIS scores between 
patients with different levels of compliance 
 
 
Score 
Good 
compliance 
Median 
(IQR) 
Poor 
compliance 
Median 
(IQR) 
 
Mann 
Whitney 
U 
 
P value 
 
Awareness of mental 
disorder 
 
2(4) 
 
2(2) 
 
163.5 
 
0.225 
 
Attribution of 
symptoms 
 
2(2) 
 
2(2) 
 
118.5 
 
0.013 
 
Need for treatment 
 
4(4) 
 
2(2) 
 
147.5 
 
0.106 
 
Total 
 
7(5) 
 
4(5) 
 
112 
 
0.012 
 
 
 
 
 
 
53 
The MDIS scores on the three dimensions of insight were compared 
between good compliance and poor compliance group. 
 
 Difference on scores in Awareness of mental disorder and need for 
treatment was not statistically significant between the two groups. The p 
value was 0.225 and 0.106 respectively. 
 
 The score on the Attribution of symptoms to mental illness was 
statistically significant between two groups. Good compliance group 
attributed the symptoms to their illness than the poor compliance group. The 
p value was statistically significant 0.013. 
 
 But the total scores of mood disorder Insight scale between good 
compliance and poor compliance group was statistically significant, p value 
was 0.012. Good compliance group scored better in Insight scale than the 
poor compliance group. 
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Table 7: Progression of insight based on MDIS scores at baseline, 1, 3 & 
6 months 
 
 
MDIS 
 
Median 
 
IQR 
 
P value* 
MDIS- baseline 6 5  
 
<0.001 
MDIS- 1month 8 4 
MDIS-3months 10 5 
MDIS-6months 10 6 
*Friedman test 
 
 In our study we assessed for the insight score of the participants at 
baseline, 1
st
 month, 3
rd
 month and 6
th
 month. When these scores were 
compared from baseline to end of 6 months, we found that the insight scores 
were gradually improving. This was statistically significant and p value was 
<0.001.  
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Figure 2: Box-whiskers graph showing progression of insight based on 
MDIS scores at baseline, 1, 3 & 6 months- Mania & Depression 
 
 
 
 
 This graph shows the MDIS score of the participants at baseline, 1
st
 
month, 3
rd
 month and 6
th
 month. The median score of participants at baseline 
was 6, at 1
st
 month was 8, at 3
rd
 month was 10 and at 6
th
 month was 10. The 
total score of the scale is 16. 
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Figure 3: Progression of insight based on MDIS scores at baseline, 1, 3 
& 6 months in participants with Depression 
 
 
 
 
 This figure shows the MDIS scores at baseline, 1
st
 month, 3
rd
 month 
and 6
th
 month in Depressive patients. The MDIS scores of depressive patient 
were higher when compared with manic patients. This shows that depressive 
patients have more insight than the manic patients. 
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Figure 4: Progression of insight based on MDIS scores at baseline, 1, 3 
& 6 months in participants with mania 
 
 
 
 
 This figure shows the MDIS scores at baseline, 1
st
 month, 3
rd
 month 
and 6
th
 month in manic patients. The MDIS scores of manic patient were 
lower when compared with depressive patients. This shows that manic 
patients have less insight about illness than the depressive patients. 
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Figure 5: Progression of MDIS from baseline two six months in patients 
with mania and depression 
 
 
  
In this graph MDIS scores is plotted against period of assessment. The 
MDIS scores have increasing trend from baseline to 6 months in depression 
group. The progression of insight reached a plateau after 3 months for manic 
patients. 
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Table 8: Number of episodes and 6-month MDIS scores 
 
Factors MDIS 6 months P value 
No. of episodes  
 
0.788 
       1 9(3) 
       2 10(6) 
       3 9(7) 
 
 Number of episodes of illness was compared with MDIS scores. The p 
value was not significant (p= 0.788).  
 
Table 9: Family history of mental illness and 6 month MDIS scores 
 
Factors MDIS 6 months P value 
Family history   
0.701       Yes 10(4) 
       No 10(6) 
 
The presence of family history of mental illness was compared with 
MDIS scores. The p value was not significant (p= 0.701).  
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Figure 6: Scatter plot showing correlation between YMRS and MDIS 
baseline total score 
 
 
 
 
The scatter plot shows a negative correlation between MDIS at 
baseline and the YMRS score. With increasing disease severity, the insight 
decreased. 
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Table 9: Correlation of MDIS baseline total score with YMRS and 
HAMD 
 YMRS Score HAMD score 
Spearman correlation coefficient -.488
**
 -.287 
p value 0.003 .640 
 
MDIS scores were negatively correlated with both YMRS and HAMD 
scores, which implies less severe the illness the better the insight.  The 
correlation with YMRS was statistically significant (p=0.003) whereas with 
HAMD the correlation was not statistically significant (p= 0.640). 
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DISCUSSION 
 
Insight is a multidimensional and complex phenomenon
57
.  We 
planned to study the components of insight in comparison with various 
clinical variables and different phases of illness. It is a prospective study 
with initial and periodic assessment. We recruited 41 Bipolar affective 
disorder patients who were admitted in psychiatry ward, PSG IMS&R. We 
followed up each participant for 6 months after discharge. We used Mood 
disorder insight scale (MDIS), which is an instrument used to measure 
various components of insight specifically for affective disorder. The data 
obtained were analyzed and interpreted.  
 
Most of the participants in our study, about 92.7% belonged to the age 
group of 18-65 yrs. The age of onset for bipolar I disorder ranges from 
childhood (as early as age 5 or 6 years) to 50 years or even older in rare 
cases, with a mean age of 30 years
7
.  Though Bipolar affective disorder can 
occur at any age group their prevalence is more only during the early 
adulthood. So majority of the participants in our study belong to this age 
group. In our study males were 61% and females were 39%. According to 
literature the prevalence of bipolar disorder among males and females is 
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1:1
7
. But Mania is more common in males and depression is more common 
in females. In a study that was done to evaluate insight in various phases of 
bipolar affective disorder like mania, depression and euthymic state in 95 
patients with bipolar affective disorder using Insight scale had mean age of 
47.3±11.6 years. In this study 61 participants were females and 34 
participants were males. Seventy percentage of the participants were married 
and were leading a stable family life. This reflects better quality of life of 
patients with Bipolar affective disorder
7
. But this is in contrary to the 
findings Bipolar I disorder is more commonly seen in divorced and single 
persons than among married persons, but this difference may reflect the 
early onset and the resulting marital discord characteristic of the disorder
11
. 
 
 Most of the participants were graduated in our study, about 46.3%. 
Literature shows that when compared with chronic debilitating illness like 
schizophrenia, the course of Bipolar affective disorder is comparatively 
better. The quality of life of patients with bipolar illness is better than 
schizophrenia. A study that compared the working memory, executive 
functions of patient with schizophrenia and Bipolar disorder showed Bipolar 
disorder patients scored better in all tasks than the schizophrenia patients. 
This shows that they have a better working memory and executive 
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function
7,58
. But majority of the participants in our study, 70.8% were 
unemployed. In contrary literature have shown that Bipolar I disorder is 
more common in persons who did not graduate from college than in college 
graduates, however, which may also reflect the relatively early age of onset 
for the disorder
11
. 
  
 Most of the participants in our study belonged to Middle socio-
economic status about 65.8%. Literature shows a higher than average 
incidence of bipolar I disorder is found among the upper socioeconomic 
groups. In our study most of the patients had a diagnosis of Mania 82.9% 
(n=34) when compared to depression 17.1% (n=7). This may be because we 
included only patients who got admitted in the ward.  Manic episode is 
always severe and requires admission when compared with depressive 
episode. In another study that was done to study the insight in bipolar 
disorder patients, among 156 participants, 86 patients had mania, 29 patients 
had mixed manic episodes and only 14 patients had depression. This was 
also a prospective study, which was done in in-patient set up
59
. Eleven 
patients had psychotic symptoms associated with affective symptoms and 
the remaining 30 patients did not have psychotic symptoms.  
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In our study group only 36.5% (n=15) had family history of 
psychiatry illness. The median (IQR) score of Young‘s mania rating scale 
among manic patients was 28(7) and the scores ranged between 18- 34. The 
median (IQR) score of Hamilton depression rating scale among depressive 
patients was 16(1) and the scores ranged between 15-18. In our study group 
the patients admitted with mania had severe symptoms when compared to 
patients admitted with depression. 
 
Twenty three patients that is 56.1% of the participants had good 
compliance and the remaining 43.9% (n=18) had poor compliance. 
Compliance is a very important part to consider in illness like bipolar 
affective disorder. Literature on the prevalence of non-adherence also had 
similar values. Median prevalence of non-adherence is 44.7% in patients 
with Bipolar affective disorder
60
. In one study that was done to assess the 
predictors of non-adherence in Bipolar affective disorder patients showed 
treatment non-adherent individuals had more negative attitudes towards 
medications and reduced insight into illness when compared with treatment 
adherent individuals
60
. 
 
66 
We used Mood disorder Insight scale for assessing the Insight in our 
study. We chose this scale because when compared with other scales of 
insight this scale is specific for measuring insight in illness like bipolar 
affective disorder. Other scale though they measure insight, those scales are 
more specific for psychotic disorders. Two-third items present in those 
scales are for assessing psychotic symptoms like delusion and hallucination. 
Studies also show that Mood Disorder Insight Scale (MDIS) is specific for 
Bipolar affective disorder. This scale has high test-retest reliability (r = 0.75, 
n =45) and validity(r = 0.49, n = 69)
 53
. The MDIS scale measures three 
dimensions of insight- Awareness of mental disorder, Attribution of 
symptoms and need for treatment 
 
We compared socio-demographic profile of the participants with 
MDIS scores. There was no difference in insight between different age 
group and the p value was not statistically significant. (p=0.318). Insight did 
not differ with age. In our study we also compared insight scores with the 
gender of the participants. There was no statistically significant difference in 
insight score between males and females and p value was 0.552. In a study 
that compared insight of 156 bipolar disorder patients showed no difference 
between different age groups. In this study insight scores for was lower in 
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females (1.443, SD 1.529) than males (1.907, SD 1.733, F = 3.073, P = 
0.08), but the p value was not significant. 
 
 The participants were divided into four groups according to their 
educational status into primary, secondary, higher secondary and 
diploma/graduate. The insight scores were compared with different 
educational status like into primary, secondary, higher secondary and 
diploma/graduate. There was no statistically significant (p=0.75) difference 
within these groups.  On the contrary to our understanding insight did not 
differ according to the educational status in our study. Marital status also did 
not make any difference in Insight scores. Married and unmarried 
participants had similar insight levels and p value was 0.195. To our 
knowledge no other studies on insight had compared the relationship 
between educational status and marital status. 
 
Insight scores of participants who had family history of mental illness 
were compared with participants who did not have family history of mental 
illness. Though the scores of the participants who had family history of 
mental illness was higher than the other group, it was not statistically 
significant. The p value was 0.124. In spite of having a family member 
suffering from mental illness the insight of the participants was poor.  
68 
Insight scores of MDIS scale on awareness of mental disorder were 
compared between participants with depression and mania. Awareness about 
the disorder was better among depressive patients when compared with 
manic patients and the p valve was significant (p= 0.003). Similarly 
Attribution of symptoms to mental illness was compared between the two 
groups. Depressive patient attributed their symptoms to illness when 
compared with manic patients. This p value was also significant p= 0.021. 
The third dimension of MDIS scale, the need for treatment was compared 
between two groups. Depressive patient accepted the need for treatment for 
their illness whereas manic patients denied need for any sort of treatment. 
The p value was statistically significant p= 0.041. The overall MDIS scores 
when compared between mania and depression groups showed that 
depressive patients scored more when compared with manic patients in the 
insight scale. The p value was also significant p=0.001.  
  
Similar findings are seen in past studies. In a study which was done in 
156 bipolar patients to study their Insight and its relationship to episode 
subtypes and symptom dimensions showed lack of insight scores was more 
in manic group (2.395, SD=1.625) when compared with depressive patients, 
mixed symptom group and euthymic group. The difference between the 
69 
groups was also statistically significant, (P= 0.001)
 59
. Another study which 
was done to evaluate insight in mania, depression and euthymia in Ninety-
five bipolar affective disorder patients showed poor insight among mania 
patients when compared with depressive patients in terms of awareness of 
suffering from an affective disorder, awareness of treatment efficacy for 
current symptoms and relapses and awareness of consequences of the illness 
on work, family and social life. The p value was significant p= 0.006. Manic 
patients had also poor insight in terms of awareness of their symptoms like 
flight of ideas, elated mood, excess energy and irritability. The p value was 
significant 0.001
61
. 
 
 In a prospective study done by Yen et al. (2007)
 29
 evaluated the 
correlations of insight in five bipolar disorder patients for two years. In this 
study authors noticed that patients with mania had worse insight. The insight 
of these manic patients in gradually improved as they returned to euthymic 
state. But full recovery of insight was not present among patients with mania 
who had more number of manic episodes. The more the number of manic 
episodes, poorer were the insight. 
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The average number of episodes in our study among the participants 
was two. The number of episodes ranged from 2 to 7. MDIS scores were 
compared with number of episodes. But the p value was not significant (p= 
0.788). Similar findings were seen in another study that compared the 
Insight in bipolar affective disorder patients with various clinical parameters. 
The results of this study show that there is no significant correlation between 
Lack of insight and clinical variables like number of psychiatric 
hospitalization (r = -0.044) and years of illness (r=0.054)
 59
. There are many 
other studies which show similar findings
62
. Insight in 104 bipolar affective 
disorder patients was investigated in mania or mixed episodes using insight 
scale SUMD. There was no correlation between insight and number of 
previous episodes. Similarly in another study done by Dias et al. (2008)
 63
, 
number of previous episodes and insight did not have any significant clinical 
correlation in euthymic bipolar affective disorder patients. 
 
We also compared the MDIS scores between good compliance and 
poor compliance group. MDIS scale components like awareness of mental 
disorder and need for treatment was not statistically significant between the 
two groups. The p value was 0.225 and 0.106 respectively. But the score on 
the Attribution of symptoms to mental illness was statistically significant 
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between two groups. Good compliance group attributed the symptoms to 
their illness than the poor compliance group. The p value was statistically 
significant 0.013. The total scores of mood disorder Insight scale between 
good compliance and poor compliance group was statistically significant and 
p value was 0.012. Good compliance group scored better in Insight scale 
than the poor compliance group.  
 
A study was done to explore the relationship between insight to the 
illness and medication adherence in sixty five bipolar affective disorder 
outpatients at baseline and then at 1-year follow-up. Insight was assessed 
using Schedule for Assessment of Insight Scale (SAI) and its expanded 
version (SAI-E).  Medication adherence of the participants was also assessed 
at baseline and after 1-year. The results showed that in bipolar affective 
disorder patients, the baseline SAI scores (which measured insight into 
treatment and their symptoms) and total SAI-E were positively correlating 
with medication adherence. This positive correlation was seen both at 
baseline and 1-year follow-up. Another important finding in this study was 
adherence to medication at baseline predicted medication adherence after 1 
year in both bipolar affective disorder patients. This study concluded that 
insight about illness and treatment was positively correlating with adherence 
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to medication in bipolar affective disorder group and schizophrenia group. 
So interventions, which concentrated on building insight play a vital role in 
ensuring good compliance among bipolar patients
39
. 
  
In our study we assessed for the insight score of the participants at 
baseline, 1
st
 month, 3
rd
 month and 6
th
 month. When these scores were 
compared from baseline to end of 6 months, we found that the insight scores 
were gradually improving. This was statistically significant and p value was 
<0.001. In acute stage of any illness especially manic episode the insight is 
impaired. But in depression insight seems to be intact and patient would be 
aware of all symptoms they suffer in some individuals. This lack of insight 
improves as the patient recovers from the acute phase of illness
7
. Similarly 
in our study there was improvement in insight 6 months after discharge. In 
another prospective study which evaluated the correlation of insight in sixty 
five bipolar disorder patients for two years showed insight of the manic 
patients gradually improved as they returned to euthymic state
39
. 
 
 The MDIS score of the participants at baseline, 1
st
 month, 3
rd
 month 
and 6
th
 month was assessed. The median score of participants at baseline was 
6, at 1
st
 month was 8, at 3
rd
 month was 10 and at 6
th
 month was 10. The total 
73 
score of the scale was 16. There was increasing trend of the MDIS score 
from baseline to the end of 6
th
 month. Similarly in a study, which used Mood 
Disorders Insight Scale, had a mean score of 10.2. The participants of the 
study who were currently having either mania or depression had lower 
MDIS scores than those participants in euthymic state. The mean MDIS 
score of the symptomatic and euthymic patients were 9.8 and 10.4, 
respectively. But this was not statistically significant
64
. 
  
The next finding in our study was MDIS scores were assessed 
separately for manic and depressive patients at baseline, 1
st
 month, 3
rd
 month 
and 6
th
 month. It was found that the MDIS scores of depressive patient were 
higher when compared with manic patients. This shows that depressive 
patients have more insight than the manic patients. Another study also had 
similar findings where MDIS score of manic patients were significantly 
lower than the depressed patients (means, 8.3 and 10.5, respectively, P < 
0.01). This difference was also statistically significant
64
. 
 
In our study MDIS scores were negatively correlated with both 
YMRS and HAMD scores, which implies less severe the illness the better 
the insight.  The correlation between insight and YMRS score was 
74 
statistically significant (p=0.003). But the correlation between HAMD score 
and insight score was not statistically significant (p= 0.640). On the contrary 
a study done by Sturman et al, 2003
64
 using MDIS scale showed no 
statistically significant correlation between insight score in MDIS and 
severity of the episode. But there was a strong negative correlation between 
insight scores and the YMRS (r=-0.66, P= 0.004) in patients with manic or 
hypomanic episode, which was significant. This shows that insight is poor as 
the severity of the episode increases. Interestingly depressive patients had 
weak positive correlation between HAMD and MDIS score (r = 0.16), which 
means as the severity of the depressive episode increases the insight is also 
better
64
.  
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STRENGTHS 
 
 This is a prospective study on bipolar Inpatients  
 
 This is the one study which has assessed the insight of the participants 
periodically at 4 occasions (baseline, 1
st
 month, 3
rd
 month and 6
th
 
month) 
 
 Most of the studies, which assessed insight, have considered insight in 
a single dimension. In our study we assessed Insight on multiple 
components (Awareness of mental disorder, Attribution of symptoms 
and the need for treatment.) 
 
 Very few studies have assessed the correlation between insight and 
socio-demographic profile. Even in those few studies, they have not 
considered wide range of variables. But in our study we have assessed 
correlation between insight and various socio-demographic variables 
like age, gender, educational status, marital status, occupation and 
socioeconomic status. 
 
 We have also analyzed relationship between various clinical 
parameters (compliance to medications, phase of illness, severity of 
76 
the episode, family history of psychiatry illness) and their Insight 
towards illness and treatment. 
 
 Insight was measured and scored with specific scale, which is Mood 
disorder insight scale (MDIS) and has been used specifically for 
measuring insight in mood disorders. 
 
 In this study we have compared the progress of Insight with different 
phase of illness. 
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LIMITATION 
 
 The sample size is very small in our study and hence the results 
cannot be generalized. 
 
 Initial assessment of insight was not assessed on specifically on the 
same day after admission for all patients. 
 
 The treating consultant psychiatrist made diagnosis of Bipolar 
affective disorder. No separate research diagnostic criteria were used 
to recruit our patients. 
 
 Severity of the episode was not assessed during the follow up. 
 
 Patients who did not come for follow up to hospital were contacted 
through telephone and their Insight was assessed. 
 
 No analysis was done on unipolar and Bipolar depression with 
Insight. 
 
 With the help of insight scale we have assessed whether the patient is 
aware of their symptoms in general but have not analyzed about the 
awareness of individual symptoms. 
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 The patient or the informant may have missed the past episodes of 
mania/depression because most of the informants were spouse. 
 
 MDIS scale gives only qualitative assessment and not a quantitative 
assessment.  
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CONCLUSION 
 
 Depressive episode patients had better insight during the baseline, 
which improved during 6 months follow-up compared with manic 
episode patients. 
 
 Among various components of Insight, insight on attribution of 
symptoms was a predictor of good compliance during 6 months 
follow-up than the awareness of mental disorder or need for treatment. 
 
 Progression of insight was steady and proportionate to the duration of 
treatment in depressive episode patients, but reached a plateau after 3 
months for manic patients.  
 
 Neither family history of mood disorder nor number of episodes 
affected the insight during 6 months follow-up 
 
 More severe the manic episode poorer was the insight. 
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FUTURE DIRECTIONS 
 
 To continue the study with larger sample size. 
 
 To continue the study for long duration, so that the relationship 
between Insight and relapse of another episodes can be analyzed 
 
 Assessment of Insight using MDIS scale gives us an idea about 
lacunae of knowledge regarding various dimension of insight. So 
psychoeducation can be given in those specific areas thereby insight 
to illness can be improved. 
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Xg;Gjy; gbtk; 
       Njjp: 
lhf;lH. f. tpNdhj; ghyhIp Mfpa ehd; gp.v];.Ip kUj;Jtf; fy;Yhhpapd; kdey 
kUj;Jtj; Jiwapd; fPo; “kdvOr;rp kw;Wk; kdr;NrhHT Nehahspfspd; jq;fsJ Neha; 
gw;wpa cl;ghHitf;Fk; Nehapd; Nghf;Ff;Fk; cs;s  jhf;fk;  gw;wp  fz;lwpjy;” 
njhlHghd kUj;Jt Muha;r;rp Nkw;nfhs;s cs;Nsd;. 
Vd; Ma;T topfhl;b : lhf;lH. ,. iraj; ck;kH ;,; Jiz NguhrphpaH  
Ma;T Nkw;nfhs;tjw;fhd mbg;gil : 
,e;jpahtpy; ,JNghy; Ma;Tfs; ,y;iy. kdvOr;rp kw;Wk; kdr;NrhHT Nehahspfs; 
jq;fsJ Neha; gw;wpa cl;ghHitf;Fk; kw;Wk; Nehapd; Nghf;Ff;Fk; cs;s  jhf;fk; 
gw;wpa NghJkhd mbg;gil jfty; mwpe;J ,Uf;fpwhHfsh vd;gij fz;lwpNthk;. 
Ma;tpd; Nehf;fk; : 
Kjd;ik Nehf;fk; :  
kUj;Jtkidapy; mDkjpf;fg;gl;l kdvOr;rp kw;Wk; kdr;NrhHT Nehahspfs; jdJ 
Neha; gw;wpa cl;ghHitia ngw;ws;sduh vd;gij fz;lwpjy; 
1. kUj;Jtkidapy; ,Ue;J nrd;w kdvOr;rp kw;Wk; kdr;NrhHT Nehahsp xU 
tUlj;jpw;F gpwF Neha; gw;wpa cl;ghHitiaAk; kUe;J vLj;Jf;nfhs;Sk; 
KiwAld; xg;gpLjy;. 
 
2. kUj;Jtkidapy; ,Ue;J nrd;w xU tUlj;jpw;F gpwF kdvOr;rp kdmOj;j 
Nehahspfspd; Nehapd;  cl;ghHitf;Fk; ,e;Nehapd; Nghf;Ff;Fk; cs;s njhlHig 
xg;gpLjy; 
 
3. Nehapd; cl;ghHit fz;lwpAk; msT Nfhs;fspy; cs;s ntt;NtW tiffis   
rpfpr;ir  filgpbf;Fk;  jd;ik; kdvOr;rp  kw;Wk; kdr;NrhHT Neha; jd;ikAld;  
xg;gpl;L  Muha;jy; 
 
4. kdvOr;rp kw;Wk; kdr;NrhHT Nehapd; ntt;NtW Neha; fhyfl;lq;fSld; mjd;   
cl;ghHit  FiwjYk; ngUjYf;Fk; cs;s njhlHig Muha;jy; 
ghpNrhjid vz;zpf;if  :; 50 egHfs; 
18 taJf;F Nky; ,Uf;Fk; kdvOr;rp kw;Wk; kdr;NrhHT Nehahspfs; ,jpy; 
NrHf;fg;gLthHfs;. 
 
Ma;T Nkw;nfhs;Sk; ,lk; : 
gp.v];.Ip kUj;Jtkid. Nfhak;Gj;JhH 
NeH fhdy; : 30 epkplq;fs; 
Ma;tpd;  gyd;fs; : 
 
,e;j Ma;tpy; fpilf;Fk; jfty;fs; Ie;J tUlq;fs; ghJfhf;fg;gLk;.  ,it NtW ve;e 
Ma;tpw;Fk; gad;gLj;jg;gl khl;lhJ.  ve;j epiyapYk; cq;fisg; gw;wpa jfty;fs; 
ahUf;Fk; njhptpf;fg;glkhl;lhJ.  mit ,ufrpakhf itf;fg;gLk;. 
 
Ma;tpypUe;J tpyfpf;nfhs;tjhy; cq;fSf;F mspf;fg;gLk; rpfpr;irapy; ve;j tpj 
khw;wKk; ,Uf;fhJ. 
 
,e;j Muha;r;rpf;fhf cq;fsplk; rpy Nfs;tpfs; Nfl;fg;gLk;. NkYk; ,e;j Ma;tpy; gq;F 
nfhs;tJ cq;fs; nrhe;j tpUg;gk;. ,jpy; ve;j tpjf; fl;lhaKk; ,y;iy.  ePq;fs; 
tpUg;gg;gl;lhy; ,e;j Ma;tpd; KbTfs; cq;fSf;Fj; njhpag;gLj;jg;gLk;. 
 
 
Ma;thshpd; ifnahg;gk;  : 
Njjp      : 
 
Ma;Tf;Fl;gLgthpd; xg;Gjy; : 
 
ehd; ,e;j Muha;r;rpapd; Nehf;fk; kw;Wk; mjd; gad;ghl;bidg; gw;wp njspthfTk;. 
Tpsf;fkhfTk; njhpag;gLj;jg;glLs;Nsd;.  ,e;j Muha;r;rpapy; gq;F nfhs;sTk;.  ,e;j 
Muha;r;rpapd; kUf;Jt hPjpahd Fwpg;Gfis tUk; fhyj;jpYk; cgNahfg;gLj;jpf; 
nfhs;sTk; KO kdJld; rk;kjpf;fpNwd;.    
 
 
Ma;Tf;Fl;gLgthpd;  ngaH. Kftup  :  
 
 
       ifnahg;gk;    : 
 
    Njjp    : 
 
cldpUg;gthpd;  ifnahg;gk;   : 
 
Njjp    : 
 
 
Ma;thshpd; njhiyNgrp vz;   :  
newpKiw FO mYtyf njhiyNgrp vz; : 0422 – 2570170  cs;njhlHG vz;  : 5818 
  
MDIS SCALE 
 
 
  
SOCIO DEMOGRAPHIC PROFORMA 
 Name:  
 Age:   Sex: 
  OP Number  :  
 Education  :  
 Marital Status :  
 Occupation:  
 Previous Episodes :  Y/N,  If Yes  
 No of Episodes :  
 Family history of Bipolar Disorder :  
 HAMD/YMRS/MDIS SCORE  : 
  Current Mood Status   : 
 Change of Psychotropics   :   
 
 
Date  
 
 
Young Mania Rating Scale (YMRS) 
 
Guide for Scoring Items – The purpose of each item is to rate the severity of that abnormality in the patient.  When several 
keys are given for a particular grade of severity, the presence of only one is required to qualify for that rating. 
 The keys provided are guides.  One can ignore the keys if that is necessary to indicate severity, although this should be 
the exception rather than the rule. 
 Scoring between the points given (whole or half points) is possible and encouraged after experience with the scale is 
acquired.  This is particularly useful when severity of a particular item in a patient does not follow the progression indicated 
by the keys. 
 
1. Elevated Mood 
0 Absent 
1 Mildly or possibly increased on questioning 
2 Definite subjective elevation; optimistic, self-
confident; cheerful; appropriate to content 
3 Elevated, inappropriate to content; humorous 
4 Euphoric; inappropriate to content; singing 
 
2. Increased Motor Activity – Energy 
0 Absent 
1 Subjectively increased 
2 Animated; gestures increased 
3 Excessive energy; hyperactive at times; restless 
(can be calmed) 
4 Motor excitement; continuous hyperactivity 
(cannot be calmed) 
 
3. Sexual Interest 
0 Normal; not increased 
1 Mildly or possibly increased 
2 Definitive subjective increase on questioning 
3 Spontaneous sexual content; elaborates on sexual 
matters; hypersexual by self-report 
4 Overt sexual acts (towards patients, staff, or 
interviewer) 
 
4. Sleep 
0 Reports no decrease in sleep 
1 Sleeping less than normal amount by up to one 
hour 
2 Sleeping less than normal by more than one hour 
3 Reports decreased need for sleep 
4 Denies need for sleep 
 
5. Irritability 
0 Absent 
2 Subjectively increased 
4 Irritable at times during interview; recent 
episodes of anger or annoyance on ward 
6 Frequently irritable during interview; short, curt 
throughout 
8 Hostile, uncooperative; interview impossible 
 
6. Speech (Rate and Amount) 
0 No increase 
2 Feels talkative 
4 Increased rate or amount at times, verbose at 
times 
6 Push; consistently increased rate and amount; 
difficult to interrupt 
8 Pressured; uninterruptible, continuous speech 
7. Language – Thought Disorder 
0 Absent 
1 Circumstantial; mild distractibility; quick 
thoughts 
2 Distractible; loses goal of thought; changes 
topics frequently; racing thoughts 
3 Flight of ideas; tangentiality; difficult to follow; 
rhyming; echolalia 
4 Incoherent; communication impossible 
 
8. Content 
0 Normal 
2 Questionable plans, new interests 
4 Special project(s); hyperreligious 
6 Grandiose or paranoid ideas; ideas of reference 
8 Delusions; hallucinations 
 
9. Disruptive – Aggressive Behavior 
0 Absent; cooperative 
2 Sarcastic; loud at times; guarded 
4 Demanding; threats on ward 
6 Threatens interviewer; shouting; interview 
difficult 
8 Assaultive; destructive; interview impossible 
 
10. Appearance 
0 Appropriate dress and grooming 
1 Minimally unkempt 
2 Poorly groomed; moderately disheveled; 
overdressed 
3 Disheveled; partly clothed; garish makeup 
4 Completely unkempt; decorated; bizarre garb 
 
11. Insight 
0 Present; admits illness; agrees with need for 
treatment 
1 Possibly ill 
2 Admits behavior change, but denies illness 
3 Admits possible change in behavior, but denies 
illness 
4 Denies any behavior changes 
 
 
 
Name:         
 
Rater:         
 
Date:      
 
Score:      



 
Number MDIS 0- md MDIS0- s MDIS0-nt MDIS0- total YMRS SCORE HAMD score MDIS 1- md MDIS1-s MDIS1-NT MDIS1-total MDIS 3-MD MDIS3-s MDIS3- NT MDIS3- total MDIS 6-MD MDIS6-S MDIS6-NT MDIS6- total AGE SEX PHASE COMPLIANCE EDUCATION MARITAL STATUS
NUMBER OF 
EPISODES
FAMILY  HISTORY
1 3.5 2 3.5 9 18 2.5 3 4 9.5 3.5 3 4 10.5 3.5 3 4 10.5 2 2 2 3 1 1 1 0
2 1.5 3 4 8.5 22 4 4 6 14 4 4 6 14 4 4 6 14 2 1 1 1 2 1 2 0
3 4 4 6 14 18 4 4 6 14 4 4 6 14 4 4 6 14 2 1 1 1 1 1 2 0
4 4 4 6 14 24 4 4 6 14 4 4 6 14 4 4 6 14 2 2 1 2 1 1 3 0
5 2 2 2 6 32 2 2 4 8 4 2 6 12 2 2 6 10 2 2 1 1 3 1 2 0
6 0 0 0 0 28 1 2 2 5 1 2 2 5 1 2 2 5 2 2 1 3 2 1 2 1
7 4 4 2.5 10.5 16 4 4 5 13 4 4 5 13 4 4 5 13 2 1 2 2 3 2 2 1
8 0.5 0 2 2.5 30 4 2 4 10 4 2 6 12 4 2 6 14 2 1 1 1 3 2 1 1
9 4 3 6 13 18 4 2 6 12 4 3 6 13 4 4 6 14 2 1 2 1 3 1 2 0
10 0 0 0 0 34 4 2 2.5 8.5 4 2 4 10 2 0 1.5 3.5 2 1 1 3 3 2 2 1
11 0 0 0 0 24 0 0 1.5 1.5 not contact No contact No contact No contact no contact NC NC NC 2 2 1 2 1 1 2 1
12 0 0 0 0 31 1 2 2.5 5.5 4 5 6 15 4 5 6 15 2 2 1 3 3 1 3 0
13 2 3 6 11 26 4 3 6 13 4 3 6 13 4 3 6 13 2 1 1 1 2 1 2 0
14 0 0 2 2 32 1.5 1 3.5 6 2 1 4 7 2 1 4 7 2 1 1 3 3 2 2 0
15 2.5 2 4.5 9 29 2.5 0 4 6.5 1 2 4 7 1 2 4 7 2 1 1 3 0 1 3 0
16 0.5 0 0.5 1 27 2 0 4 6 2 0 4 6 2.5 0 4 6.5 2 1 1 1 1 1 2 0
17 0 1 4 5 28 2 1 6 9 2 2 6 10 2 2 6 10 2 1 1 1 2 2 3 1
18 4 3 6 13 20 4 2 6 12 4 2 6 12 4 3 6 13 2 1 2 1 3 2 2 0
19 0 2 2 4 31 1 2 4.5 7.5 1 2 4 7 1 2 4 7 2 1 1 3 3 2 1 0
20 4 2 4.5 10.5 15 4 3 4.5 11.5 4 3 4.5 11.5 4 3 4.5 11.5 2 2 2 1 0 1 2 1
21 0.5 1 1.5 3 28 1 2 3 6 2 2 3 7 1 2 2 5 1 1 1 3 3 2 2 0
22 2.5 2 0.5 5 25 2 2 6 10 2 2 6 10 2 2 6 10 2 2 1 1 0 1 2 0
23 3 1 1.5 5.5 27 4 1 6 11 4 1 6 11 4 2 6 12 2 1 1 1 0 1 2 0
24 2 2 3 5 32 4 2 2 8 4 2 4 10 4 2 4 10 2 2 1 3 3 1 1 0
25 2 1 4 7 29 2 1 4 7 2 1 2 5 2 1 4 7 2 1 1 3 0 1 3 0
26 2.5 1 0 3.5 24 2.5 1 4 7.5 2 1 4 7 2 1 4 7 2 2 1 1 0 1 2 0
27 0 2 3.5 5.5 31 2 0 4 6 2 0 4 6 2 0 4 6 2 1 1 1 1 1 1 0
28 2 2.5 2 6.5 22 4 2.5 2 8.5 4 2 4 10 4 2 2 8 2 2 1 3 3 1 2 0
29 2.5 2 6 10.5 17 4 2 5 11 4 0 6 10 4 2 6 12 2 2 2 1 1 1 2 0
30 2 2 4 8 24 2 2 4 8 2 2 4 8 2 2 4 8 2 1 1 3 3 1 3 1
31 2 2 3 7 23 2 2 4 8 2 2 6 10 2 2 6 10 2 1 1 1 2 1 2 1
32 0 2 4 6 27 2 4 4 10 2 2 4 8 2 4 4 10 2 2 1 1 3 1 2 1
33 0 2 4 6 29 2 2 4 8 2 2 4 8 4 2 4 10 2 2 1 1 3 2 2 0
34 2.5 2 3 7.5 16 2.5 2 4 8.5 2.5 2 6 10.5 4 2 6 14 2 1 2 1 3 1 2 0
35 0 2 2 4 25 2 2 2 6 2 2 4 8 2 2 4 8 2 1 1 3 3 2 1 0
36 2 0 2 4 29 not contactable NC NC NC NC NC NC NC Nc NC NC NC 3 1 1 3 0 1 2 0
37 4 2 4 10 33 4 2 4 10 not wiling NC NC NC Nc Nc NC NC 2 1 1 3 2 1 2 0
38 4 2 4 10 22 want to consult othe NC NC NC Poor res NC NC NC Nc Nc NC NC 2 2 1 1 3 2 2 0
39 2 0 4 6 31 4 0 4 8 Not willing NC NC NC Nc Nc Nc NC 2 1 1 3 2 1 2 0
40 0 0 0 0 33 Went to other tr NC NC NC NC NC NC NC Nc Nc NC NC 2 2 1 3 2 1 1 1
41 4 2 4 4 26 Went to other NC NC NC Not willing NC NC NC Nc NC NC NC 1 1 1 3 3 2 2 0
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